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A B S T R A C T
Objective: To conduct a qualitative systematic review on the use of lay counsellors in South Africa to
provide lessons on optimizing their use for psychological and behavioural change counselling for chronic
long-term care in scare-resource contexts.
Method: A qualitative systematic review of the literature on lay counsellor services in South Africa.
Results: Twenty-nine studies met the inclusion criteria. Five randomized control trials and two cohort
studies reported that lay counsellors can provide behaviour change counselling with good outcomes.
One multi-centre cohort study provided promising evidence of improved anti-retroviral treatment
adherence and one non-randomized controlled study provided promising results for counselling for
depression. Six studies found low ﬁdelity of lay counsellor-delivered interventions in routine care.
Reasons for low ﬁdelity include poor role deﬁnition, inconsistent remuneration, lack of standardized
training, and poor supervision and logistical support.
Conclusion: Within resource-constrained settings, adjunct behaviour change and psychological services
provided by lay counsellors can be harnessed to promote chronic care at primary health care level.
Practice implications: Optimizing lay counsellor services requires interventions at an organizational level
that provide a clear role deﬁnition and scope of practice; in-service training and formal supervision; and
sensitization of health managers to the importance and logistical requirements of counselling.
 2014 The Authors. Published by Elsevier Ireland Ltd. 
Contents lists available at ScienceDirect
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Many countries in Africa are experiencing a rising burden of non-
communicable diseases (NCDs); expected to be the leading cause of
mortality in 2030 [1]. Spurring the rising burden of NCDs are mental
disorders, accounting for nearly 10% of the total burden of disease in
sub-Saharan Africa [2]. This together with the transitioning of
communicable diseases, such as HIV/AIDS, to chronic conditions, is
demanding a shift in the organization of health care from acute
episodic care to collaborative long-term care.
Co-existence of chronic conditions is common, having a
mutually reinforcing relationship that increases the risk or impact
of comorbid conditions [3–7]. In particular, comorbid depression
poses a public health threat. It is common in HIV-positive patients
[8,9] and linked to HIV disease progression and poor ART
adherence [10,11]. It is also prevalent among people with
cardiovascular disease and diabetes, and increases risk of coronary
heart disease and stroke [12,13].
In high-income countries, collaborative chronic care of co-
existing physical and mental disorders adopting a multidisciplinary
case management approach, has been shown to be the most effective
approach for improving health outcomes [14]. Collaborative chronic
care incorporates, inter alia, linkages to community resources such
as support groups, the promotion of self-management and access to
behaviour change programmes [15]. Given the shortage of specialist
personnel in low- and middle-income countries (LAMIC), while a
multidisciplinary approach is not feasible, task shifting, whereby
tasks are shifted to less specialized personnel, has been mooted as
the solution to this resource problem [16].
South Africa is one of the ﬁrst countries in Africa to respond to
the challenge of reorganizing health care along the lines of chronic
care, with the introduction of an integrated chronic disease
management (ICDM) model in three pilot districts. This model,
inter alia, services all chronic care patients at one service point;
provides regular and planned health visits for follow-up care;
provides specialist decision support to PHC using a set of nurse-led
clinical guidelines developed for the identiﬁcation and management
of multiple chronic diseases, called Primary Care 101 (PC 101);
incorporates a registry of chronic patients to assist in tracking and
follow-up of defaulters; and provides linkages to community
resources through community health worker driven outreach
teams. These teams screen and identify patients with chronic
conditions as well as follow-up non-adherent patients [17].
While PC101 does include health promotion educational
material, to be effective, psychosocial interventions that promote
self-management and behaviour change require a patient-centred
approach that strives to increase patients’ control over their own
health. Nurses may typically provide this service in high-income
countries, but in sub-Saharan Africa, this is hindered by high
patient loads as well as the historical dominance of biomedical task
oriented care typically associated with advice giving [18–21]. A
gap thus exists with respect to the provision of psychosocial
interventions to promote self-management and behaviour change.
There is also a 75% treatment gap for common mental disorders
[22] which are often co-morbid with other chronic diseases as
previously indicated.
Embracing task shifting, South Africa, like many other countries
in Africa and other LAMIC have an existing cadre of lay health
workers that can potentially be leveraged to ﬁll this gap. Lay HIVcounsellors, historically funded by the United States President’s
Emergency Plan for AIDS Relief (PEPFAR) to provide health
counselling and testing (HCT) in South Africa, are particularly
well positioned as they have already been harnessed to provide
behaviour change counselling for HIV/AIDS patients. However,
their role has, as yet not been clearly deﬁned in the ICDM model.
Lay health workers, including lay counsellors, do not have any
formal professional or paraprofessional qualiﬁcations and are
trained to provide health related services [23].
Against this backdrop, this study sought to systematically review
the literature to assess the potential, and under what conditions, lay
counsellors could be leveraged for the provision of adjunct
psychosocial and behavioural change interventions for chronic care
in South Africa. The review was restricted to South Africa given that:
(i) South Africa is leading the transition towards integrated chronic
care in sub-Saharan Africa; and (ii) A policy window for deﬁning the
role of HIV counsellors within the shift from a vertical HIV service to
ICDM in South Africa exists. Lessons learned from this review should
be helpful for other countries transitioning to chronic care and who
face similar resource challenges.
2. Method
2.1. Search strategy
The scope of the review was limited to studies in South Africa
for the reasons given in the introduction. The search strategy is
contained in Fig. 1. All data bases reﬂected in Fig. 1 were searched
for publications up to November 2012. The following key phrases
were used: ‘lay counsellors’, ‘lay health worker counsellor’, ‘non-
professional counsellor’, ‘counselling’, ‘behaviour change’, ‘mental
disorders’, ‘common mental disorders’, ‘tuberculosis’, ‘cancer’,
‘diabetes’, ‘cardiovascular diseases’, ‘HIV/AIDS’ and reﬁned using
‘South Africa’. Key phrases and not mesh terms were used as the
latter would have limited the yield to medical ‘‘subject headings’’.
Hand searches were also conducted on references of key authors
identiﬁed in the initial search. Key authors were notable
authorities who had published two or more works involving the
subject matter of this review.
Inclusion criteria were that the articles had to be written in
English, focus on the adult population and one of the health
conditions of interest (common chronic communicable and non-
communicable diseases), involve dedicated lay counsellors offer-
ing counselling or behavioural change interventions (including,
but not limited to psychological therapies, psycho-education,
adherence support, motivational interviewing).
Using the search strategies, a total of 1726 key articles were
initially retrieved by the third author out of which 190 were
selected and extracted into Endnote based on the relevance of their
title to the scope of the review. Three rounds of selection were then
conducted by the ﬁrst and third authors using the following
exclusion criteria: grey literature, interventions involving children,
interventions by professional/non-professional health service
providers other than lay counsellors, descriptive reports, or from
settings outside South Africa. Eighty-ﬁve articles were selected
after the second round of selection on the basis of consensus
reached on the inclusion criteria by the ﬁrst and third authors
based on the abstracts of the articles. The full text of these
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Initial results  (1,726 ): Se arch terms used: ‘lay couns ellors’,  
‘lay heal th work er coun sellor ’,  ‘non-profess ion al 
couns ellor’,  ‘couns elling’,  ‘b ehaviour  change’,  ‘mental 
disorders’,  ‘common  ment al disord ers’,  ‘tuberculosis’,  
‘cancer’,  ‘diabetes’,  ‘ca rdiov ascular dise ases’,  ‘HIV /AIDS’  
and refined using  ‘South  Afr ica’. 
• Academic search co mple te; A fri ca wide information ; 
CINAHL; PsycArti cles,  PsycINFO & MEDLINE 
thr ough Ebsco ho st (total 384)   
• Web of science (791),   
• Cochrane Libr ary (37) ,  
• SAB INET (25 ),   
• Medline  Mesh  terms (68 )  
• Ovid MD (272),   
• Pub med (128),   
• Hand  sea rch (21 )  
First ro und  selection  (190):   
• Aca dem ic search co mplete; Afri ca wide information ; 
CINA HL; PsycArticles,  PsycINFO & MEDLINE  throu gh 
Ebsco host  (tot al 89)  
• Web of  sci ence  (26 ),   
• Cochrane Library (5),   
• SAB INET (4),   
• Medlin e Mesh  terms (27 ) 
•  Pu bme d (18),   
• Hand  search (21 ) 
Screeni ng us ing the abstracts  of the articles to exclu de 
arti cles no t invo lving  lay  healt h worker couns ellors or  an 
equiv alent dut y and no n-South  African articles (105  
arti cles excluded) 
Second  round  selec tion  = 85  articles 
Scree ning  using  full  text  of  art icles (56  art icles 
excluded):   
• Int erventions  invo lving childr en (1 );  
• Resea rch invo lvi ng oth er professional  and  non -
profession al healt h servic e provid ers other th an lay  
coun sello rs or  no  distin ction  made as to  who carri ed 
out th e int erv enti on (4 1);    
• Descripti ve reports  (2);   
• Not  South  Afri can (12) 
Third  roun d selec tion  = 29  articles 
Init ial scree ning  using the ti tle of the articles to exclude 
dissertation s, duplic ates and  non- Sou th Afri can articles 
(1536  arti cles exclud ed)  
Fig. 1. Flow chart of literature search.
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of selection by the ﬁrst and third authors based on consensus
reached on whether they met the inclusion criteria. A total of 29
articles were ﬁnally included for use in the analysis. See Fig. 1 for a
breakdown of the literature search.
2.2. Data extraction
Given that the aim of the study was to assess the potential
effectiveness of lay counsellors and under what conditions theirservices could be maximized, data from the 29 articles which
scaled through the ﬁnal round of selection were extracted onto a
spread-sheet under the following subheadings: (i) reference (ii)
purpose/aim of study (ii) disease subject (iii) design (iv) main
ﬁndings (see Table 1 for a summary of the data).
2.3. Quality assessment
The 29 articles were subjected to a quality assessment
procedure by the ﬁrst and third authors using the QualSyst
Table 1
Data Summary.
Reference Purpose/Aim of study Illness focus Design Main ﬁndings
Black et al. (2011) Investigated whether employment and
remuneration arrangements for lay
counsellors affect HIV testing at 3
clinics in inner-city Johannesburg.
HIV/AIDS Cross sectional
quantitative survey
The mean number of women tested for
HIV in the months that followed lay
counsellor payment was signiﬁcantly
higher (529) (SD 46.9) compared with
326 (SD 84.3) following non-payment
Breuer et al. (2012) Determined the reliability of lay
adherence counsellors in the
administration of the substance abuse
and mental illness symptom screener
(SAMISS) for common mental disorders
and International HIV Dementia Scale
(IHDS) for HAND in a South African
sample
Common mental
disorders & HIV/
AIDS
Cross-sectional
reliability study
Counsellors tended not to miss
symptoms, and detected symptoms
more often than nurses for both the
SAMISS and IHDS
Cornman et al. (2008) Evaluated the feasibility, ﬁdelity, and
effectiveness of an HIV prevention
intervention delivered to HIV-infected
patients by counsellors during routine
clinical care in KwaZulu-Natal, South
Africa.
HIV/AIDS RCT Patients who received the counsellor-
delivered intervention reported a
signiﬁcant decrease over time in
number of unprotected sexual events.
There was a marginally signiﬁcant
increase in these events among patients
in the standard-of-care control
condition. Number of unprotected
vaginal and anal sex events (p = .016,
CI = .01–.87); number of unprotected
sex events with perceived HIV-negative
or unknown status partners (p = .06,
CI = .008–1.11); total number of vaginal
and anal sex events-protected and
unprotected (p < .01, CI = 1.48–2.78)
Cornman et al. (2011) Adapted and piloted the Options for
Health intervention for use with
PLWHA who obtain their HIV care at
primary healthcare clinics
(HIV/AIDS Pilot study A multi-step process is required to
adapt a theory based HIV prevention
intervention so that it addresses the
speciﬁc risk reduction needs of a
particular population.
Dewing et al. (2012) To determine factors affecting the
implementation of the Options for
Health intervention in the Western
Cape.
HIV/AIDS Qualitative study Barriers to implementation include a
lack of counselling space, time pressure
and patient resistance to counselling.
Counsellors felt that Options was not
appropriate for use with all patients with
adherence problems, and used parts of
the intervention as it suited their needs
with low ﬁdelity to the model.
Evangeli et al. (2009) Training evaluation of a Motivational
Interviewing (MI) course for lay HIV
counsellors
HIV/AIDS Single group cohort
study
Only a small proportion of the
counsellors reached the level of
beginning MI proﬁciency. There was no
evidence of any change on global
therapist ratings (e.g., empathy,
collaboration).
Evangeli et al. (2011) One-year follow-up of MI competence
in a cohort of lay HIV counsellors.
HIV/AIDS A single group
cohort follow-up
study
As in Evangeli et al. (2009), the
majority of counsellors did not
demonstrate beginning MI proﬁciency.
Fourie et al. (2007) Investigated the effects of job demands,
job resources and sense of coherence on
burnout and work engagement of lay
counsellors in South African banks.
Mental health Cross-sectional
survey
Non-professional counsellors with a
stronger sense of coherence
experienced more work wellness (low
burnout and high work engagement)
than those with a weaker level of
coherence
Haffejee et al. (2010) Identiﬁed the extent and nature of
counselling and support services
provided to PLWHA by lay counsellors
in Gauteng Province.
HIV/AIDS Qualitative study Available counselling and support
services are focused largely on HCT,
which is primarily educational rather
than therapeutic. Lay counsellors have
inadequate knowledge and capacity to
identify mental health problems.
Heunis et al. (2011) Explored perceived barriers to and
facilitators of uptake of HCT by TB
patients from the perspective of service
providers and managers.
HIV/AIDS & TB Qualitative study Relatively low acceptance rate of HCT
services among TB patients attributed
to fears of TB-HIV co-infection, death,
and stigma; perceived lack of
conﬁdentiality of HIV test results; staff
shortages and high workload; poor
infrastructure to encourage, monitor,
and deliver HCT. Perceived factors that
facilitate uptake include
encouragement and motivation by
health workers, alleviation of health
worker shortages, improved HCT
training, and community outreach
activities.
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Reference Purpose/Aim of study Illness focus Design Main ﬁndings
Horwood et al. (2010) Evaluated the integration of prevention
of mother to child transmission of HIV
(PMTCT) into routine maternal and
child health services in two districts of
KwaZulu-Natal, including the
responsibilities of nurses and lay
counsellors.
HIV/AIDS Quantitative cross-
sectional study
There was a lack of clarity with respect
to some of the roles and responsibilities
of nurses and lay counsellors,
particularly in the post-natal period.
This has a negative impact on postnatal
care of mothers and infants.
Kalichman et al. (2007) Tested the efﬁcacy of a behavioural risk
reduction counselling intervention for
use in sexually transmitted infection
(STI) clinics in southern Africa.
HIV/AIDS; STI RCT There was a signiﬁcant reduction in
HIV-risk behaviours and alcohol use in
sexual contacts in the experimental
condition compared to the control
condition. Effect size reported for
primary outcomes signiﬁcant at 6-
months follow-up: unprotected vagina
intercourse = 0.53, p < .05; percent
condom use = .54, p < .05
Kalichman et al. (2008) Tested the efﬁcacy of a brief single-
session HIV–alcohol risk-reduction
intervention for men and women who
drink at informal alcohol serving
establishments (i.e., shebeens) in South
Africa.
HIV/AIDS & alcohol
abuse
RCT The risk-reduction intervention
demonstrated signiﬁcantly less
unprotected intercourse, alcohol use
before sex, numbers of sex partners,
partners met at drinking
establishments and greater condom use
relative to the control group.
Intervention effects were moderated by
alcohol use; lighter drinkers
demonstrated signiﬁcantly more
intervention gains than heavier
drinkers in the risk-reduction
condition. Signiﬁcance and effect size
reported for primary outcomes
signiﬁcant at 6-months follow-up:
unprotected vagina and anal
sex = 0.21,p < .05
Kalichman et al. (2011) To test the efﬁcacy of a brief counselling
intervention designed to reduce HIV
risk behaviours and sexually
transmitted infections (STIs) among
patients receiving STI services in Cape
Town, South Africa.
HIV/AIDS RCT There were signiﬁcant reductions in
unprotected vaginal and anal
intercourse among participants who
received the risk reduction counselling
relative to the control condition.
Moderator analyses showed shorter
lived outcomes for heavy alcohol
drinkers than for lighter drinkers.
Signiﬁcant 3-way interaction between
intervention condition, assessment
time and alcohol use p = < .01
Malema et al. (2010) To understand the experiences of the
lay counsellors who provide HCT in
Limpopo, South Africa.
HIV/AIDS Qualitative study While the content of training and
counselling skills received by lay
counsellors were deemed satisfactory,
there was lack of counsellor support
and in-service education.
Naik et al. (2012) To investigate client characteristics and
acceptability of a home based HCT
intervention using lay counsellors in
rural South Africa.
HIV/AIDS Quantitative Cross
sectional survey
A high uptake (75.0%) of home-based
counselling and testing was achieved
suggesting acceptability of lay
counsellors
Peltzer et al. (2010) To evaluate the feasibility and ﬁdelity of
an HIV risk reduction intervention
delivered to HIV-infected patients by
lay counsellors during routine HIV
counselling and testing (HCT) public
service in Mpumalanga, South Africa.
HIV/AIDS Single group cohort
study
At 4-month follow-up participants
reported a signiﬁcant reduction of
multiple partners, unprotected sex,
alcohol or drug use in a sexual context,
and transactional sex. In addition,
sexual abstinence increased and
alcohol use was reported to decrease in
the past 3 months.
Peltzer et al. (2012) To test the efﬁcacy of a brief one session
(180 min) culturally tailored group HIV
risk reduction intervention among men
undergoing medical circumcision in
South Africa.
HIV/AIDS RCT Behavioural intentions and risk
reduction skills signiﬁcantly increased
and sexual risk behaviour (reduction of
the number of sexual partners and the
number of unprotected vaginal sexual
intercourse) signiﬁcantly decreased in
the intervention compared to the
control group Sexual risk and risk
reduction outcomes; number of sex
partners in the past 3 months p = .002;
number of sex partners in the past
months p = .042; unprotected vaginal
sexual intercourse occasions in the past
3 months p = .019; HIV risk reduction
strategies p = .036
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Rohleder & Swartz (2005) To understand counsellors’ experiences
of their unclear position within the
health care system.
HIV/AIDS Qualitative study The ﬁndings reveal a clash between the
patient centred nature of counselling
and the task-oriented health system; a
lack of appreciation for their work; a
sense of being marginalized; and a lack
of understanding of the needs of clients
by the health sector.
Thurling & Harris (2012) To investigate the training of lay
counsellors.
HIV/AIDS Qualitative Training curricula have different styles
of delivery, and the approaches to
learning and courses vary, resulting in
inconsistent training outcomes. There
is a need for standardization of training
programmes as well as a system of
supervision and mentorship
Woolman et al. (2009) To investigate the impact of state
policies and inefﬁciencies on the
delivery of services by HIV counsellors.
HIV/AIDS Quantitative study Deployment of inadequately and
inconsistently remunerated,
inadequately trained and
institutionally marginalized lay
counsellors impacts negatively on the
quality of counselling provided.
Petersen et al. (2012) To assess the feasibility of an adapted
manualized version of grouped based
Interpersonal Therapy (IPT) delivered
by lay counsellors.
Mental health Non-randomized
matched control
study
Participants in the group-based IPT
intervention showed a signiﬁcant
reduction in depressive symptoms on
completion of the 12-week
intervention as well as 24 weeks post
baseline compared to the control group.
Qualitative process evaluation suggests
that improved social support,
individual coping skills and improved
personal agency assisted in the
reduction of depressive symptoms.
Dewing et al. (2013) To evaluate ﬁdelity to Egan’s client
centred counselling model by lay ARV
adherence counsellors in Cape Town
HIV/AIDS Qualitative design Low ﬁdelity to Egan’s client centred
model was found. Counsellors mainly
used information giving and advice as
strategies for addressing clients’ non-
adherence.
Fatti et al. (2012) To evaluate the outcomes of a
community-based adherence-support
(CBAS) programme on ART outcomes
across 57 South African sites.
HIV/AIDS Multi-centre cohort
study
The large-scale implementation of a
low cost CBAS programmes was shown
to improve survival, retention in care
and virological outcomes for adults
receiving ART, with beneﬁt sustained or
increasing up to 5 years after starting
ART.
Peltzer et al. (2009) To evaluate the feasibility, ﬁdelity, and
outcomes of an HIV prevention
intervention delivered to HIV-
uninfected patients by lay counsellors
during routine HCT service in
Mpumalanga, South Africa.
HIV/AIDS Single group cohort
study
At follow-up, participants
demonstrated a signiﬁcant reduction in
high risk practices, including lower
rates of multiple partners, unprotected
intercourse, alcohol or drug use in the
context of sex, transactional sex and
greater likelihood of reduction of
alcohol use and abuse.
Peltzer & Davids (2011) To understand the experiences of lay
counsellors who provide HIV
counselling services.
HIV/AIDS Qualitative and
quantitative cross
sectional study
Lay counsellors reported medium to
high job stress, but with relatively high
job satisfaction, role conﬂicts when
working in a health team and poor
support and supervision, inadequate
training and lack of future career
pathways.
Dewing et al. (2011) To evaluate the implementation of
Options for Health, a sexual risk-
reduction intervention based on
Motivational Interviewing (MI), in an
antiretroviral clinic in Cape Town, South
Africa.
HIV/AIDS Case study In most cases Options was not delivered
with ﬁdelity and less than one-third of
intended recipients received it
Richter et al. (2001) To evaluate HIV/AIDS counselling
services within South Africa
HIV/AIDS Cross sectional
survey
Despite high expectations of the role of
HCT, these services were thinly-
stretched. Poor ﬁdelity to counselling
models prevailed with education and
advice giving being dominant.
Peltzer (2012) Evaluation of the prevalence and
correlates of posttraumatic stress in a
sample of HIV lay counsellors in South
Africa.
Mental health:
PTSD
Cross-sectional
survey
5.1% met the criteria for posttraumatic
stress disorder (PTSD); and 19.7%
scored on the sub-threshold of PTSD.
About half (49.5%) were not satisﬁed
with their work environment.
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research papers from a variety of ﬁelds by the Alberta Heritage
Foundation for Medical Research [24]. Assessment criteria include
whether the objective of the study is sufﬁciently described and if
the study design is evident and appropriate. For qualitative studies,
additional criteria include connection to a theoretical framework
and wider body of knowledge, sampling strategy, data collection
and data analysis methods clearly described and systematic, use of
veriﬁcation procedure(s) to establish credibility, reﬂexivity of the
account and a conclusion supported by the results. For quantitative
outcome articles, other criteria include: risk of bias and
appropriately described input variables, outcome assessments
and appropriate sample size [24]. Two of the 29 articles had
assessment scores of 55 and 70 while the 27 others scored 82% and
above. With a cut-off point of 55% agreed upon by two of the
authors, all articles were found to be of sufﬁcient quality for
inclusion in the analysis. In addition, the 5 RCTs were also
subjected to an assessment of risk of bias by the ﬁrst and third
authors using the Cochrane Collaboration’s tool for assessing risk
of bias in randomized trials [25] which revealed a low risk of bias
for four studies and medium risk for one (see supplementary ﬁles).
2.4. Data analysis
The ﬁndings and recommendations extracted from the articles
were thematically analyzed by the ﬁrst and third authors.
3. Results
The authors read the manuscripts independently and agreed
upon the following main recurring themes: outcomes of lay
counsellor delivered counselling interventions; ﬁdelity of coun-
selling in routine care; training; supervision and support;
marginalization and biomedical organizational culture. The ﬁnd-
ings from the various studies on these themes was synthesized and
tabulated (see Table 2).
3.1. Overview of articles
Of the twenty-nine articles ﬁnally selected for inclusion in the
study, just under a third (9) of the articles reported on studies
evaluating the outcomes of various lay counsellor delivered
counselling interventions. Just under one third of the articles (9)
investigated the experiences and needs of lay counsellors and/orTable 2
Synthesis of ﬁndings of Studies.
Outcomes of lay counsellor delivered counselling
interventions
With adequate traini
using various adaptio
risk behaviours inclu
partners [45,47,49,50
deliver a group-base
Fidelity of counselling in routine care Fidelity of lay counse
38,53].
Training provided
Training needs
Wide variation in the
training and course u
[35] and more recen
improve adherence [
Training needs to be 
depth counselling sk
[29,32,33]; couples c
coping skills [27].
Supervision and Support Support and supervis
Marginalization & biomedical organizational culture Lack of a clear role d
Lack of clear career p
Remuneration of lay 
on their work motiva
Counselling space is 
pathways and poor fservice users [26–34]. There were a handful of articles (6) reporting
on studies investigating the ﬁdelity of lay counselling in routine
care [26,35–38]. There were three articles reporting on studies
which reviewed existing services provided by lay counsellors
[33,39,40], two which focused on exploring the impact of
organizational issues on the functioning of lay counsellors
[41,42] and one assessing the reliability of using lay counsellors
to administer mental health screening [43].
3.2. Outcomes of lay counsellor delivered counselling interventions
A number of studies evaluated the outcomes of using lay
counsellors to provide risk reduction counselling. These include
ﬁve randomized control trials (RCTs) [44–48] and two feasibility
cohort studies [49,50]. These studies provide evidence that under
controlled conditions with adequate training and supervision, lay
counsellor behaviour change counselling interventions using
various adaptions of the information- motivation-behavioural
skills (IMB) model can reduce HIV-risk behaviours including
unprotected sex [44,48] [45–47,49] alcohol use before sex
[45,49,50], number of sexual partners [45,47,49,50]; and transac-
tional sex [50]. These studies covered high HIV risk groups (e.g., STI
Clinics and shebeens/taverns) [44–47] as well as in HIV infected
[48,49] and uninfected patients attending HCT sites [50].
There was one multi-centre cohort study of a community
adherence support programme provided by patient advocates
which showed improved adherence in those receiving the
intervention [51]. No effectiveness trials of lay counsellor delivered
behaviour change counselling offered as part of routine counsel-
ling on reduced risk behaviour or improved adherence could be
found.
There was one non-randomized control study which investi-
gated the use of lay counsellors to deliver a group-based
psychosocial intervention using the principles of Interpersonal
Therapy which demonstrated promising ﬁndings and was well
received by the participants [52].
3.3. Fidelity of counselling in routine care
A number of studies showed the ﬁdelity of lay counsellor
interventions delivered under routine circumstances to be sub-
optimal. Two studies found that lay counsellors trained in a client
centred non-directive approach did not adhere to this approach,
with counselling provided characterized by advice giving,ng and supervision, lay counsellor behaviour change counselling interventions
ns of the information- motivation-behavioural skills (IMB) model can reduce HIV-
ding unprotected sex [44–49] alcohol use before sex [45,49,50], number of sexual
]; and transactional sex [50]. Lay counselors demonstrate promising potential to
d counselling for depression [52].
llor interventions to any counselling model in routine care is not optimal [26,36–
 length of training of lay counsellors [32,39]. Little in-service training or refresher
pdates provided [29,32,33]. Common approaches use Egan’s Skilled Helper model
tly behaviour change counselling (BCC) techniques to reduce risk behaviour and
26,35,36,44–50,54].
expanded beyond HCT and BCC to include screening for mental disorders [39]; in-
ills to deal with mental health problems, especially bereavement and depression
ounselling, running a support group [29]; and stress reduction techniques and
ion of lay counsellors is generally poor in routine care [29,32–34,38,39].
eﬁnition of lay counsellors [31–33,40].
athways for advancement for lay counsellors [31–33].
counsellors is poor and inconsistent which is demoralizing and impacts negatively
tion, leading to a poor work ethic, added stress and high drop-out [33,34,41,42].
mostly inadequate as is time allocated to counselling sessions, limited referral
ollow-up of patients counselled [33–35,39].
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counsellors trained in motivational interviewing found low
ﬁdelity to the model when incorporated into routine care
[26,35,36,53], with the majority of lay counsellors not able to
achieve entry level MI competency following training and at one
year follow-up [26].
3.4. Training
Two studies noted wide variation in the training of lay
counsellors [32,39], largely provided by Non-Governmental
Organizations (NGOs). A review of 15 organizations showed
variation in training ranging from a ﬁve day course to a year-long
training at an accredited institute [39]. This training was generally
once off, with little in-service training, refresher training or course
updates provided [29,32,33].
In relation to the content of the training, a client centred
problem management approach, historically characterized train-
ing for HCT in South Africa [35]. More recently, there has been
training in behaviour change counselling (BCC) to reduce risk
behaviour and improve adherence, using variations of the
Information, Motivation and Behavioural Skills (IMB) model
[26,35,36,44–50,54]. The need for training to be expanded beyond
HCT and BCC to include screening and counselling for mental
disorders, especially depression was identiﬁed by a number of
studies [39] [29,32,33]. The inclusion of stress reduction techni-
ques and coping skills to help lay counsellors manage job stressors
was identiﬁed by one study [27].
3.5. Supervision and support
Several studies reveal that support and supervision of lay
counsellors in routine care is generally poor [29,32–34,38,39]. Two
independent reviews over a decade apart [38,39] found that
anywhere from a quarter [38] to one third [39] of organizations
reviewed provide any form of structured supervision and support.
Where supervision and support is provided, there also appears to
be little distinction between supervision and debrieﬁng [39]. Given
the tendency for lay counsellors to resort to advice giving, regular
supervision in micro-counselling skills (attending behaviour and
basic skills that facilitate listening and exploration to achieve
understanding of a problem) was suggested by one study [37].
Given the stressors associated with counselling, a number of
studies recommend the need for psychological support structures
to improve quality and prevent burn-out [29,33,34].
3.6. Marginalization
Poor role deﬁnition and lack of clear pathways for advancement for
lay counsellors emerged from a number of studies [31–33,40]. Lay
counsellors feel excluded from the professional hierarchy and are
often treated as an extra resource at primary health facilities, being
expected to perform multiple tasks over and above their
counselling duties [33], wherever there is a need. These tasks
include administration, taking vital signs, doing home visits [33],
as well as tasks that should be the responsibility of the professional
nurse, e.g., conducting CD4 counts, providing feedback about the
results, and issuing medication [32,40]. This poor role deﬁnition
impacts negatively on how lay counsellors are perceived by other
health care staff, as well as their own self-perception. Several
studies found that lay counsellors do not feel appreciated or
accepted as part of the health care team by other health care staff
[29,31,33] and also held a negative perception of their own roles
[31,33] resulting in poor work engagement and burn-out [27]. This
is notwithstanding acknowledgement that their help is appre-
ciated by patients/clients [29,33].Poor and inconsistent remuneration as well as lack of protection
by labour laws was also identiﬁed by a number of studies. This was
reported to be demoralizing for lay counsellors, impacting
negatively on their work motivation, leading to a poor work ethic
and added stress, as well as high drop-out [33,34,41,42]. This in
turn was shown to have a negative impact on service provision by
two studies which demonstrated reduced rates of HIV counselling
and testing at public sector clinics following late payment of lay
counsellors [41,42].
3.7. Biomedical organizational culture
A number of studies highlighted the problem of the mismatch
between the needs of counselling, which requires patient-centred
collaborative care, and the dominant task-oriented biomedical
care that prevails at PHC clinics. It was suggested that the latter is
more conducive of advice giving [31,37,38] and underpins the lack
of attention to the provision of appropriate counselling space,
insufﬁcient time allocated to counselling sessions, limited referral
pathways and poor follow-up of patients counselled [33–35,39].
4. Discussion and recommendations
Evidence reviewed in this study indicates that lay counsellors
have the potential to effectively provide behaviour change
counselling as well as counselling for common mental disorders,
notably depression at PHC level. In the context of the shift to multi-
disease management of chronic conditions in South Africa, it would
be apposite for lay HIV counsellors, previously reserved for a vertical
HIV/AIDS service to be leveraged to ﬁll the gap in counselling
interventions to promote behavioural and mental health for all
chronic conditions. This review, however, indicates that there are a
number of organizational issues that need to be addressed in order to
create the conditions under which lay counsellor services can be
optimized. Based on the quality assessments conducted on the
studies ﬁnally extracted for the narrative synthesis, we believe the
ﬁndings of this review to be fairly robust.
Lessons emerging from the review indicate the need for the
following organizational interventions to optimize the effective
use of lay counsellor services in South Africa:
(i) The marginalized status of lay counsellors and lack of
standardized training indicates the need for a clear deﬁnition
of their role and scope of practice and formal incorporation
into the human resource package at PHC level. This would
assist with remuneration challenges as well as inform core
competencies and the development of accredited training
courses within the national qualiﬁcation framework, provid-
ing for pathways for career development.
(ii) Low ﬁdelity to training models under routine care suggests the
need for in-service training and refresher training as well as
formal supervision and support. This requires a human
resource plan harnessing psychosocially oriented specialist
health care providers such as psychologists to play this role. In
addition, there is a need for standardized training models
using simple counselling guidelines for both behaviour change
and psychosocial problems. These guidelines should incorpo-
rate micro-counselling skills to promote understanding of a
problem, helping patients set goals for behaviour change [35],
as well as helping them achieve these goals and act on
problems. Elements of problem solving therapy (PST) and
cognitive behaviour therapy (CBT) have been effectively used
to this end within a task shifting approach in LAMIC [37,55].
(iii) The dominant biomedical culture and poor logistical support
for counselling at a facility level points to the need for
I. Petersen et al. / Patient Education and Counseling 95 (2014) 201–210 209sensitization and orientation of health managers to the value
and requirements of chronic care, and counselling speciﬁcally.
Limitations of the review include ﬁrstly, that it only provided a
narrative synthesis of the extracted studies. While ﬁve RCT studies
were extracted, they were not subjected to a meta-analysis given
the diversity of the outcomes. Secondly, the review only focused on
South Africa, with the need for a similar review for sub-Saharan
Africa as a whole. Nevertheless, given that lay health workers are a
common phenomenon in Africa and other LAMIC countries [16],
emergent lessons are likely to be applicable to other resource-
constrained countries faced with a similar challenge of a
transitioning burden of disease to chronic conditions [56].
In relation to future research, there is a need for pragmatic trials
to demonstrate the cost effectiveness of lay counsellor delivered
behavioural change and counselling for common mental disorders
on health outcomes in the routine care of comorbid chronic
conditions in LAMIC. Only then will there be greater appreciation
of their role in protecting investment in ART and containing the
burgeoning cost of NCD care in scarce-resource contexts.
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